
 
 

 

HIPAA Patient Consent Form  
 
 

AUTHORIZATION FOR THE DISCLOSURE OF PROTECTED HEALTH INFORMATION 
 
 

This form is used to obtain authorization to release Protected Health Information regarding the following patient(s):  

 

Patient Name: __________________________________________________________________  

 

Patient Name: __________________________________________________________________  

 

Patient Name: __________________________________________________________________  

 

I understand that I, or my child, have/ has certain rights to privacy regarding my/ his/ her protected health information. These 

rights are given to me/ him/ her under the Health Insurance Portability and Accountability Act of 1996 (HIPPA). I understand 

that by signing this consent I authorize Hashem Orthodontics, Robbie A. Hashem, DDS, MS, PA and its employees 

(collectively known as “Hashem Orthodontics”) to use and disclose my protected health information to carry out:  
 

1. Treatment (including treatment by other healthcare providers involved in my treatment).  

2. Payment collection from third party payers (i.e. insurance companies).  

3. The day to day healthcare operations of the practice.  

4. Educational and demonstrational activities.  

I understand that Hashem Orthodontics reserves the right to change the terms of this notice from time to time and that I may 

contact Hashem Orthodontics at any time to obtain a more current copy of this notice. I understand that I have the right to 

request restrictions on how my or my child’s protected health information is used and disclosed to carry out treatment, 

payment, health care operations, and educational and demonstrational activities. 

I understand that I may revoke this consent, in writing, at any time. However, any use or disclosure that occurred prior to the 

date I revoke this consent is not affected.  

 

I authorize Hashem Orthodontics to disclose my/ my child’s Protected Health Information to the following people:   
 

_______________________________    ________________________________    _______________________________  

  

 

 

_______________________________________ _____________________________________ 

                               Responsible Party Name (Print)          Responsible Party Signature                    Date 

 
 

Hashem Orthodontics 
Robbie A Hashem, DDS, MS, PA 

 

5001 Heritage Ave | Suite 100 | Colleyville, TX 76034 
t 817.283.3000    f 817.283.3010 

 
2021 Morriss Rd | Suite 200 | Flower Mound, TX 75028 

t 972.874.8100    f 972.874.8195 
 

HashemOrthodontics.com 
Smile@HashemOrthodontics.com 


